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STATE OF WASHINGTON.
DEPARTMENT OF SOCIAL AND HEALTH SERVICES
AGING AND LONG-TERM SUPPORT ADMINISTRATION
20425 72nd Avenue S, Suite 400, Kent, WA 98032-2388
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Plan of Correction Prestige Senior Living Auburn Meadows April 10, 2019
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You are required to be in compliance at all times with all licensing laws and regulations to
maintain your assisted living facility license.

This document references the following complaint number: 3623433

The department has completed data collection for the unannounced on-site complaint
investigation on 4/3/2019 and 4/4/2019 of:

Prestige Senior Living Auburn Meadows

945 22nd St NE

Auburn, WA 98002

The following sample was selected for review during the unannounced on-site complaint
investigation : 5 of 91 current residents and 0 former residents.

The department staff that inspected and investigated the assisted living facility:
Cecile Leano, BSN, Community Complaint Investigator

From:
DSHS, Aging and Long-Term Support Administration
Residential Care Services, Region 2, Unit D
20425 72nd Avenue S, Suite 400
Kent, WA 98032-2388
(253)234-6020

As a result of the on-site complaint investigation the department found that you are not in
compliance with the licensing laws and regulations as stated in the cited deficiencies in the

enclosed report.
04 [16/11

Residential Care Services Date

[ understand that to maintain an assisted living facility license I must be in compliance with
the licensing laws and regulations at all times.
4119
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Administrator (or/Representative) Date
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This document was prepared by Residential Care Services for the Locator website.

APR 29 2019

DSHS/ALTSA/RCS



Statement of Deficiencies License #: 2239 Completion Date
Plan of Correction Prestige Senior Living Auburn Meadows April 10, 2019
Page 2 of 4 Licensee: CHP Auburn WA Tenant Corp

WAC 388-78A-2100 On-going assessments. The assisted living facility must:
(2) Complete an assessment specifically focused on a resident’s identified problems and related

issues:
(b) When the resident's negotiated service agreement no longer addresses the resident's current

needs and preferences;

This requirement was not met as evidenced by:

Based on interview and record review, the facility failed to re-assess one of five residents
(Resident #1) who exhibited physical aggression towards other residents, and the negotiated
service agreement (NSA) no longer met her care needs. This placed the residents at risk of harm.

Findings included...

" Record review of the undated Face Sheet showed, Resident #1 moved to the facility on
2018 with multiple debilitating medical diagnoses including
i and “

Record review showed the "Resident Service Notes", documented the following physical
aggression for Resident#1: 1) On 02/23/19, the resident hit and told a resident to get out of her
room. 2) On 03/01/19, the resident was aggressive and combative, pushed other resident who
was in a wheelchair. 3) On 03/07/19, attempted to pull resident out of his bed. 4) On 03/14/19,
the resident tried to grab residents from their beds. 5) On 03/31/19, the resident grabbed
residents and attempted to force them to go where she thought they belonged. 6) On 04/01/19,
the resident went in and out of other resident's rooms and forcefully grabbed them. :

In an interview on 04/03/19 at 2:35 PM, Staff A, Personal Care Assistant (PCA), stated that
Resident #1 had numerous incidents of verbal and physical aggression towards other residents.
Staff A stated that, on 04/02/19, Resident #2 was scated on the couch watching television,
Resident #1 pulled Resident #2's right arm in a forceful aggressive way. Resident #1 was sent to
the hospital due to physical aggression towards another resident and staff.

The negotiated service agreement titled, "Service Plan Agreement," for memory, mood and
behavior section with effective date 05/14/18 showed, "02/25/19, staff to attempt to utilize as
needed medication (PRN) if [name of resident] becomes anxious, keep resident within eye sight
if agitated, until calm. 911 (a number to contact during emergency) to call if unable to redirect.”
The negotiated service agreement no longer addressed Resident #1's needs due to ongoing
physical aggression with multiple residents. The NSA did not identify any triggers for the
agitation, and interventions to prevent the aggression.

Review of "Resident Health Evaluation/Assessment" dated 03/11/19 did not address the &
identified problem which was the physical aggression with multiple residents. This was 7
confirmed by Staff B, Licensed Practical Nurse (LPN)/Health and Services Director (HSI@, in
the presence of Staff C, Registered Nurse/Health Services Specialist.
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Plan/Attestation Statement

I hereby certify that I have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, Prestige Senior Living
Auburn Meadows is or will be in compliance with this law and / or regulation on
(Date) 5 f)) /5 19 . In addition, I will implement a system to monitor and
ensure continued compliance with this requirement.

I understand that to maintain an assisted living facility license, the facility must be in
compliance with the licensing laws and regulations at all times.

4249

dnBinistrator (or Rq%scntativq) Y Date

]

WAC 388-78A-2660 Resident rights. The assisted living facility must:
(1) Comply with chapter 70.129 RCW, Long-term care resident rights;
(4) Promote and protect the residents' exercise of all rights granted under chapter 70.129 RCW;

RCW 70.129-140 Quality of life -- Rights.

(5) A resident has the right to:
(2) Reside and receive services in the facility with reasonable accommodation of individual
needs and preferences, except when the health or safety of the individual or other residents

would be endangered; and

-

This requirement was not met as evidenced by:

Based on observation, interview and record review, the facility failed to promote and protect the
resident rights foe one of five sampled residents (Resident #1) who had multiple episodes of
physical aggression towards other residents. This placed the residents at risk of harm, diminished
quality of life and violated resident rights because of intimidating environment.

Findings included...

During facility tour and observation on 04/03/19 at 1:40 PM, Staff D, Memory Care Director
stated that twenty residents lived in the memory care unit. During the tour, multiple residents
were observed quietly seated on the couch watching television.

g
Review of the undated Face Sheet showed, Resident #1 moved to the memory care unit of i

facility with multiple debilitating medical diagnoses including
I S

Review of Resident #1's "Resident Service Notes" showed, Resident #1 had multiple episodes of
physical aggression towards other residents on the following dates; 02/23/19 and 03/01/19. On
B 19. the resident shoved a staff into the wall, squeezed arms and punched a medication

This document was prepared by Residential Care Services for the Locator website.
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technician multiple times. Resident #1 went to another resident's room and attempted to pull the
resident out of her bed. Resident #1 was transported to the hospital via emergency medical
service. On -19, Resident #1 returned to the facility. Resident #1 had more physical
aggression towards other residents on the following dates; 03/14/19, 03/31/19 and 04/01/19. On
04/02/19, Resident #2 was seated on the couch watching television, when Resident #1 pulled
Resident #2's right arm in a forceful aggressive way. Staff intervened to keep Resident #2 safe.
Resident #1 became very agitated, threw a cup of water at Staff E, Executive Director. Then,
Resident #1 grabbed Staff E and twisted Staff E's fingers.

In an interview on 04/03 at 2:35 PM, Staff A, Personal Care Assistant (PCA), stated that she saw
Resident #1 grab Resident #2's right arm. Resident #2 told Resident #1 to stop but Resident #1
did not stop. Staff A intervened and told Resident #1 to get her hands off of Resident #2's arm.
Resident #1 stated, "No."

Resident #1 showed a pattern of physical aggression towards staff and residents, endangering the
memory care unit residents.

Plan/Attestation Statement

I hereby certify that I have reviewed this report and have taken or will take active
measures to correct this deficiency. By taking this action, Prestige Senior Living
Auburn Meadows is or will be in compliance with this law and / or regulation on
(Date) 5'7 21/ . In addition, I will implement a system to monitor and
ensure continued compliance with this requirement.

T understand that to maintain an assisted living facility license, the facility must be in
compliance with the licensing laws and regulations at all times.
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This document was prepared by Residential Care Services for the Locator website.





